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T he quotation, variously attributed to the New York baseball-playing philosopher, Yogi Berra, or to the Danish physicist, Niels Bohr, is a good reminder of the fallacy of prediction (1) . Taleb (2) , an epistemologist of randomness and proponent of the theory of the "black swan" or rare events, warmly advises on considering unpredictability. In the Taleb's conception, rare events that deviate beyond what is normally expected of a situation are nearly impossible to predict using scientific methods and may have an important role in changing the course of history, exactly how the discovery in 1697 by the Dutch explorer Willem de Vlamingh of black swans in Australia, an unexpected event, changed the zoology.
Examples include the discovery by Semmelwies of hand hygiene to prevent childbed fever at a time when this lethal complication was attributed to miasma (an illness-carrying vapor), the burst of the Internet, the fall of apartheid in South Africa, and the emergence of Matteo Renzi in the foggy marsh of Italian politics. With Black Swans, gross underestimation or overestimation is the rule. Irving Fisher predicted that stocks had reached a "permanently high plateau" shortly before the Wall Street crash of 1929 that signaled the beginning of the 10-year worldwide Great Depression. Major earthquakes cannot be predicted, but ignorance of unpredictability led Judge Marco Billi to sentence six of Italy's most prominent and internationally respected geophysicists to 6 years in prison for not predicting the 2009 deadly earthquake in L'Aquila (3) .
Is the outcome of critically ill patients inherently unpredictable? Yes, if early prediction of individual outcome is at stake. Determinants in a person exposed to critical illness and its treatment are myriads, and we only know a handful of them: the type of disease, disease severity, age, comorbidities, the fluids and drugs we use, and the nutrition we give. Many other independent outcome variables are unknown, possibly encrypted into one person's DNA code (4) or embedded into social milieu, such as the local availability of resources (5) or the conception of life. Societal culture, broadly defined to include law and religion, is a powerful determinant of when life ends, so that one can be declared brain dead in one societal context and allowed to survive in another even within the same country, as in the case of Jahi McMath, a young girl declared brain dead on December 12, 2013, at Children's Hospital in Oakland, California, but still living through ventilation and nutritional supports that the court allowed to continue at an undisclosed location (6) .
In this issue of Critical Care Medicine, the prospective study on a mixed population of critically ill patients by Wijdicks et al (7) compared the ability of two consciousness assessment scales, the Glasgow Coma Scale (GCS) and the Full Outline of Unresponsiveness (FOUR) score, in predicting hospital and ICU mortality. Covariates considered in multivariable statistical models included sex, age, artificial ventilation during day 1, duration between hospital admission and ICU admission, readmission (only for ICU mortality model), the interaction between the GCS or FOUR score, and being placed on a ventilator. Nine hundred sixty-six patients (59%) had no alterations of consciousness (Appendix 2 and Fig. in [7] ), and GCS and FOUR scores were recorded within 1 hour of ICU admission. Brainstem semiology is critical in establishing the prognosis of acutely ill neurological patients such as those with posttraumatic coma or postanoxic coma and is a well-established practice (8) . In nonneurologic, mechanically ventilated, sedated patients, brainstem reflex examination can yield useful prognostic information, provided that serial assessments are performed to recognize trends (9) .
A sharp decrease of 3 points in GCS score and 4 points in FOUR score were equally effective in predicting hospital mortality, whereas the FOUR scale performed marginally better than GCS in predicting ICU mortality. So, did the use of the FOUR scale improve prognostication over GCS? Data do www.ccmjournal.org February 2015 • Volume 43 • Number 2 not allow this conclusion. Differences were minimal and the ICU mortality is not a sufficiently robust outcome measure, as influenced as it is by differences in discharge ICU policies and current trend toward earlier ICU discharge.
As a more general reflection, we should consider if our insistence on prognostication models based on few variables recorded at an early stage of acute disease is worth the investment they require. In research, analysis of large datasets with multivariable models combining different features is needed to estimate prognosis (10) . Yet, variations in outcome cannot be entirely explained even using sophisticated modeling of prognostic variables, which limits application of statistical prediction when decisions are made about early management (11) . Probability estimates may help physicians and patients in deciding upon further management, if sufficient time is allocated to gain relevant prognostic information, to evaluate response to treatment (or lack thereof) and to consider patients' values (12) . But perhaps, paraphrasing Taleb (1, 2) , "we should concentrate on the consequences of critical illness, which can be known (13, 14) , rather than on the probability that they will occur, which can't."
